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Socioeconomic and hospital-related predictors of
amputation for critical limb ischemia
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AAmputations in the lower extremity are outlined in the
musculoskeletal systemsectionof theCPTmanual.They all have
an associated 90-day global period for postoperative care. In the
foot, closed amputations are reported identical to those inwhich
the skin is left open for drainage of infection. However, in the
thigh and lower leg, there are several scenarios with specificCPT
codes to consider. Amputations in the foot are typically “unre-
lated”toanyrecentarterialbypassprocedures thatmayhavebeen
performed. They are reportedwith the79modifier to indicate
as such. Major amputations through the tibia/fibula or femur
after limb salvage arterial reconstruction are “related” and there-
fore should be submitted to the insurance carrier with a 78
modifier provided they are within the global period of the revas-
cularization.
Themost distal is a simple toe amputation where the line of
transection exists through a phalanx or an interphalangeal joint
(CPT code 28825). Next is removal of the entire digit through
themetatarsophalangeal joint (CPTcode 28820). If resection of
a single digit is carried back to include themetatarsal head aswell
as the digit, CPT code 28810 is reported in asmany as four toes
in a given foot. If all toes are removed alongwith their associated
metatarsal heads, a formal transmetatarsal amputation (or TMA)
has occurred with a separate and distinct code description (CPT
code 28805). Keep in mind that simply resecting the metatarsal
head either from the plantar surface through an ulcer or from a
dorsal skin incision is depicted by a completely separate set of
codes:CPTcode28111 for complete excisionof thefirst; 28112
for complete excision of the second, third, or fourth; and 28113
for complete excisionof thefifthmetatarsal head.Anamputation
through the tarsal bones (eg, Chopart) is reported by CPT code
28800.Lastly, amputation through themalleoli ofboth tibia and
fibula (eg, Syme or Pirogoff) accompanied by plastic closure and
resection of nerves is described by CPT code 27888.
Major amputations have a similar set of descriptions
above and below the knee joint, while disarticulation is
specific to the hip, knee, or ankle joints. Amputation
through the tibia and fibula (also termed below-knee am-
putation or BKA) is described by CPT code 27880, when a
standard dressing is applied or by 27881 when accompa-
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hrough the femur (standard above-knee amputation or
KA) is contained within CPT code 27590, when a stan-
ard dressing is applied or by 27591, when accompanied by
n immediate cast fitting.
When a patient with diabetes and foot sepsis that has
rogressed to infection at the knee level, either an emergent
uillotine amputation through the femur (CPT code
7592) or disarticulation at the knee (CPT code 27598) is
eported. After the sepsis is controlled and the transected
issue is beginning to granulate, return to the operating
oom for a procedure involving higher amputation above
he knee, and closure of the wound is illustrated by CPT
ode 27594. The second procedure is typically within the
0-day global period of the initial amputation. Since guil-
otine amputations are typically done emergently and then
lectively closed at a later date, the secondary closure typi-
ally requires the staged (58) modifier be appended.
When that patient with foot sepsis has infection at the
oot or ankle level, either an emergent guillotine amputa-
ion through the tibia/fibula (CPT code 27882) or disar-
iculation at the ankle (CPT code 27889) is reported. After
he sepsis is controlled and the transected tissue is begin-
ing to granulate, return to the operating room for a
rocedure involving higher amputation below the knee,
nd closure of the wound is illustrated by CPT code 27884.
he second procedure classically requires appending the
taged (58) modifier as well.
Patients with prior amputations (not of the guillotine
ype) may develop ulceration, ischemia, or infection that
ecessitates a higher level of amputation. If a patient with a
KA requires an AKA, report CPT code 27590 or 27591 as
escribed above. However, if a low-BKA is converted to a
igh-BKA, this qualifies as a “re-amputation” and is re-
orted by CPT code 27886. Similarly, an AKA converted
o a higher AKA requires CPT code 27596. Finally, hip
isarticulation is reported by CPT code 27295.
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